The symptoms of acute and chronic sinusitis include nasal obstruction, rhinorrhoea, post-nasal drip, halitosis and headache1'2. Less well known, though previously reported, is the presentation with atypical headache in childhood. We report two cases.
CASE HISTORIES
Case I A boy of 14 had complained of non-specific right-sided headache and facial pain for one year, resulting in three months' absence from school. The pain was difficult to control and he was seen by a neurologist to determine the cause of it. Abnormalities were found and computed tomographic (CT) scan was ordered. This showed mucosal thickening in the right maxillary antrum (sinus), indicative of chronic sinusitis. Examination with a nasal endoscope revealed a deviated nasal septum although no pus was visible in the nasal passages. A bilateral antral washout procedure was performed, with aspiration of pus from the right maxillary antrum. Dramatic improvements in his head and facial pain allowed immediate return to school. The aspirated pus was sent for microscopy and culture but no organisms were grown. A recurrence of his symptoms required a further antral washout procedure, along with bilateral antrostomies to improve sinus drainage; this treatment was successful.
Case 2
A 12-year-old boy, who had been under the care of an otorhinolaryngologist for ear disease, developed episodes of severe head and facial pain which kept him from school for two months. He was referred to a paediatrician, who found no abnormalities and requested a magnetic resonance scan. This showed sinus disease in the right maxillary antrum (Figure 1 ). A bilateral antral washout was performed with aspiration of pus from the right sinus. The symptoms were greatly improved but not cured. A CT scan then showed evidence of residual mild disease in the right maxillary antrum. After an antrostomy he was able to return to school, and he has since been pain free. COMMENT When headache in children is due to occult sinusitis, the diagnosis can be difficult. Experts disagree on the criteria for diagnosis of sinusitis2. Some believe that a combination of upper respiratory tract and sinus symptoms along with a convincing history are sufficient to make a diagnosis; others say that a CT scan3'4 is necessary for confirmation. The general view is that sinusitis cannot be diagnosed solely from CT scans because of a high prevalence of sinus opacification in symptom-free children, which may be explained3 by an uncomplicated upper respiratory tract infection or the child crying during the procedure. One should have strong reasons for suspecting sinusitis before subjecting a child to the risks of high dose radiation to the head and orbit associated with a full series of sinus CT scans. If the clinical symptoms are sufficient for clinical diagnosis of sinusitis, a CT scan should be avoided; however, where there is doubt a CT scan is highly appropriate4'5, giving high quality views of the sinuses, including the ethmoid and sphenoidal sinuses, as well as accurate information on soft-tissue disease-something conventional sinus X-ray views cannot do.
Pain originating in the sinuses can be referred anywhere along the nerve supplying the affected sinus, producing various bizarre headache patterns1. At birth the sinuses are only present in a rudimentary form, with the exception of the sphenoidal and frontal sinuses, which exist as small outpouchings from the nasal mucosa. These develop in infancy, becoming clinically significant by the ages of 2 years H-0 CJ4 cI4 144 Department of Otorhinolaryngology Leicester Royal Infirmary, Leicester LE1 5WW, UK Correspondence to: Mr A A Narula and 7 years respectively6. On the rare occasions when very young children develop sinusitis, the disease tends to be mild; but serious complications can arise7-9 because of the close proximity of cranial structures. The orbit is the structure most commonly involved, with cellulitis; intracranial complications include meningeal irritation, meningitis and abscess.
Once sinusitis has been diagnosed it must be aggressively treated with antibiotics7-10 directed against the most likely causal organisms. Acute and chronic sinusitis in children seem to be caused by different organisms, the pathogens causing acute sinusitis being similar in type to those causing acute otitis media6. A ten-day course of antibiotics is suitable to treat acute sinusitis6'7 but insufficient for chronic sinusitis, which takes three to four weeks to clear. Those cases unresponsive to medical therapy may require surgical intervention to correct any structural abnormalities predisposing to the sinusitis.
With such potential complications, as well as the severe pain, medical practitioners should be on guard at all times to detect occult sinusitis in patients with atypical headache. Phenothiazines are used widely in the treatment of mania, anxiety and psychomotor agitation. Their side-effects include anticholinergic and extrapyramidal effects and at high doses they can cause prolonged cardiac repolarization and cardiac arrhythmias. Torsades de pointe is defined as polymorphic ventricular tachycardia occurring in the setting of prolonged cardiac repolarization1. Here we report on two women taking low doses of thioridazine, a commonly used phenothiazine, who developed torsades de pointe after acute diarrhoea with electrolyte imbalance. CASE HISTORIES Case I A 55-year-old woman was admitted after collapsing. She had a history of educational difficulties and had been institutionalized from an early age. She was being treated with amitriptyline 150mg at night and thioridazine 50mg daily. There was no other medical history of note. Two weeks before admission she developed diarrhoea which had been treated with loperamide. Her medication was always administered by a care assistant and there was no possibility of overdose or attempted self-poisoning. On the day of admission she had a pulseless collapse and recovered after bystander cardiopulmonary resuscitation. On arrival at hospital a short burst of self-terminating non-sustained polymorphic ventricular tachycardia was witnessed on the cardiac monitor ( Figure 1 
